INTRODUCTION
Despite the better control of tuberculosis (TB) in the world, the proportion of extrapulmonary TB has increased in recent years [1] . In this context, peritoneal TB (pTB) represents the most frequent form of abdominal TB [2] . Data are lacking in developed countries since most studies were done in endemic countries of TB [2] [3] [4] . The aim of the present study was to describe the clinical presentation, diagnosis, bacterial epidemiology, treatment, and outcome of pTB in two university hospitals in France over a 10-year period.
METHODS
All patients diagnosed with pTB in the university hospitals of Lyon (Croix-Rousse Hospital) and Nancy (Brabois Hospital) between January 2004 and December 2014
were included in a retrospective observational study. France is a country with an incidence of 8.7 per 100,000 population (including 27% of extrapulmonary) [5] and the two cities Lyon and Nancy count 1.3 million and 300,000
people, respectively. Patients were identified by using the database of the administrative coding system (patients with diagnosis of pTB in the infectious disease unit) and the database of the mycobacteriological laboratory of Lyon [6] and categorized by lineage, using the SpolDB4 database [7] . Statistical methods used were medians and percentages.
The study has been approved by the institutional ethics committee. All procedures completed treatment and were clinically and radiologically cured; four were lost to follow-up; one was still under treatment at the time of writing; and three died during treatment (only one because of disseminated TB). Median treatment duration was 8.5 months, and follow-up without relapse after end of treatment was 12 months.
RESULTS

Thirty
DISCUSSION
Early diagnosis of pTB is a challenge as the main presentation of our cohort (85.3%) was a checkup of ascites or suspicion of peritoneal carcinomatosis.
Many different clinical presentations of pTB have been previously described [3] . Due to non-specific and insidious symptoms, there is a significant delay before diagnosis and treatment [4] , even in developed countries. Notably, most cases of pTB mimic peritoneal carcinomatosis, especially in women with elevated blood Ca 125 [9] . In cirrhotic patients, pTB can mimic ascitic decompensation. In addition, imaging findings may point to carcinomatosis [2] . Thus, TB should be systematically considered in case of peritonitis.
Bacteriological performance is imperfect since culture of ascites was positive in only 58.1% and peritoneal biopsy in 73.3% of cases. Biopsy for bacterial culture and histology is essential for diagnosis [10] . Histology allows to correct the diagnosis of TB in a large number of cases where bacterial culture was forgotten: it is essential to routinely do mycobacterial culture of peritoneal biopsy during an exploration of ascites or peritoneal thickening, unless there is a known intra-abdominal malignancy. Laparoscopic peritoneal biopsy is the reference method for diagnosis of pTB but, as described here, ultrasound-guided biopsy may facilitate diagnosis, with a lower risk of complications [11] . Culture of ascites fluid must be systematic, even if the positivity rate is lower than for peritoneal biopsy, probably because of the low number of bacilli in the processed samples. In the present study, TB PCR seemed to be insensitive when performed on ascites, but can be useful on peritoneal biopsy [12] .
Interestingly, we found that a high percentage of isolates responsible for pTB belonged to lineage T. Extrapulmonary TB is usually more frequently associated with the East African-Indian or Central-Asian lineages, whereas lineage T, like the Beijing lineage, seems to be more frequently linked to pulmonary forms [13, 14] . The T lineage is the predominant lineage in Europe, but not in Africa, where most of our patients have lived before migrating in France [7] . Finally, it is not known if particular lineages are more frequently responsible for pTB and more data are required to directly incriminate the T lineage in the pathophysiology of pTB.
In case of suspected pTB, especially with concordant histology, physicians should not wait for culture before initiating treatment, since treatment delay is a very important factor of poor prognosis [4] . The present cure rate was high, and there was no relapse during follow-up.
CONCLUSIONS
In developed countries, early diagnosis of pTB is still a challenge. Ultrasound-guided peritoneal biopsy may facilitate diagnosis. TB PCR can be useful on peritoneal biopsy. When histology is concordant, prompt treatment initiation may improve prognosis. Data are required to know if particular lineages are responsible for pTB.
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